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BEHAVIORAL HEALTH SPECIALISTS

Abstract
PURPOSE: The purpose of this DNP project was to assess the effect of a Behavioral Health
Specialist (BHS) program on providers’ perceptions of mental illness, self-efficacy and
satisfaction in the inpatient medical unit.
METHODS: This DNP project used a mixed-methods approach to obtain data, which included a
pretest-posttest design, and key informant interviews. The survey data was obtained from
provider responses to an email that was forwarded from managers of four targeted medicalsurgical floors. A cover letter was included in the email which further provided information
about key informant interviews and the contact information for the principle investigator to
arrange a time for the interview. Each participant gave verbal and written consent prior to the
recorded interviews.
RESULTS: From the 3-month to the 12-month time point provider stigmatizing attitudes towards
behavioral health patients significantly declined from a total score of 58.7 (SD=8.2) to 38.4
(SD=10.6). There were also significant declines in provider self-efficacy towards caring for
patients with behavioral health problems across the different assessment time points. However,
satisfaction scores with the BHS were also increased among providers. The key informant
interviews provided impressions the nurses had of the BHS.
CONCLUSION: Despite initial beliefs and previous evidence that a BHS could increase provider
self-efficacy, there was a significant decrease in self-efficacy across all assessment times.
However, negative attitudes towards patents with behavioral health issues decreased and
satisfaction with the BHS increased among participants.
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Background and Significance
Mental illness affects one in five people in the United States of America and the majority
of these people also have a comorbid physical health condition (National Institute of Mental
Health [NIMH], 2015). It is estimated that 30% – 40 % of the population within an acute medical
hospital has a comorbid mental illness (Lee, 2017). Research has shown that when mental health
care is integrated into medical healthcare, patients are more likely to have positive outcomes
(American Hospital Association [AHA], 2012). Unfortunately, despite the trend towards and
positive benefits of integrating care, people with a mental illness that are admitted to an acute
medical hospital can face suboptimal outcomes (AHA, 2012). The challenges of caring for
individuals with mental illness in acute medical hospitals can be attributed to provider negative
attitudes, staff stigma that comes with mental illness, and poor mental health literacy of
healthcare personnel (Giandinoto & Edward, 2016; Giandinoto, Stephenson, & Edward, 2018).
Although medical facilities are well equipped in treating physical health problems, many
professionals do not have the proper training to treat their patients’ co-morbid mental illness
(AHA, 2012). This lack of knowledge can lead to feelings of incompetence while providing care,
resulting in anxiety and decreased self-efficacy (Giandinoto & Edward, 2016; Giandinoto et al.,
2018). Thus, the effect of a behavioral health specialist (BHS) program on nurses’ perceptions of
mental illness, self-efficacy and satisfaction in the inpatient medical unit may help improve
health outcomes for those admitted with acute medical conditions. Additionally, the BHS could
improve providers’ negative attitudes towards those with mental illness by increasing their selfefficacy while caring for these individuals.
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Scope of the Problem
In 2017, there were 63.3 million visits to physicians’ offices, hospitals and emergency
departments with mental illnesses being the primary diagnosis (Center of Disease Control
[CDC], 2017). The total cost of treating patients with Major Depressive Disorder (MDD),
Bipolar disorder and dysthymia in 2000 was estimated at 83.1 billion dollars (Greenberg et al.,
2015). Moreover, there has been a steady increase of serious psychological distress in the U.S.
population from 3.3% in 1997 to 3.6% in 2016 (Cohen, Martinez & Zammitti, 2016).
Patients with co-occurring physical and mental illnesses are at a greater risk of
complications in their care, because each condition is a risk factor for the other (Laderman &
Mate, 2016). A mental or behavioral health condition can increase the likelihood of an
exacerbation of a physical disease, while a physical illness can increase the likelihood of a
mental or behavioral health exacerbation (Laderman & Mate, 2016). The increased prevalence of
mental illness and the importance of integrated care has positioned many medical professionals
to care for patients with comorbid mental and physical health conditions (AMA, 2012). Despite a
large proportion of patients on a medical floor having co-morbid physical and mental conditions,
less than 4% of these cases result in a psychiatric consultation (Laderman & Mate, 2016). This
treatment gap has led to a problem of integrated behavioral healthcare incompetence, defined as
a lack of knowledge or support for treating mentally ill patients among medical professionals
(Giandinoto & Edward, 2016; Giandinoto et al., 2018).
Evidence Based Intervention - Behavioral Health Specialists
Many providers have negative attitudes towards those with mental illnesses, which
corresponds with their low self-efficacy and mental health illiteracy (Sledge et al., 2015;
Giandinoto & Edward, 2016; Giandinoto et al., 2018). In order to decrease these negative
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attitudes and increase both mental health literacy and self-efficacy, evidence supports the use of
a proactive approach through education and a consultation service that supports both the patient
and the staff (Sledge et al., 2015; Giandinoto & Edward, 2016; Giandinoto et al., 2018). Such
services are often known as consultant-liaison services or behavioral health specialist (BHS)
services
Good Samaritan Hospital implemented an evidence-based BHS intervention in October
2017. Currently the BHS consists of a team of two nurses, one master’s prepared and the other
bachelor’s prepared in nursing. With a combined experience of over 30 years, the members of
this team have worked in many mental health settings across the patient’s lifespan. In order to
better understand the position of the BHS, the PI asked the BHS to describe their position. It was
described as a “scrubs gig, but also has some admin stuff built into it”; which means the BHS are
involved in patient care (scrub’s gig) and have some administration roles, which can focus on
financial interests. The team works closely with the behavioral health unit at Good Samaritan
Hospital and conducts rounds with both mental health focused teams and medical teams on
patients admitted to the medical floors. This collaboration allows the BHS the ability to
communicate between the two teams to provide the best care for the patient.
Serving as a liaison between medical and behavioral health, the BHS provides multiple
resources to both the providers and to the patients. Some of the resources include mini trainings
for staff on how to care for individuals with mental illness diagnoses and facilitators of substance
use group meetings for the patients. The nursing staff also consults the BHS to provide support
in caring for patients with a mental illness. Additionally, the BHS provides resources for patients
that need mental health care when they are discharged, such as rehabilitation programs. The team
sees roughly 30 – 40 patients a day.
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Purpose of the DNP Project
The purpose of this DNP project was to assess changes in providers’ attitudes and selfefficacy in working with behavioral health clients and satisfaction with the BHS role.
The specific aims of this DNP Project were to:
1. Assess changes in providers’ attitudes and self-efficacy in caring for behavioral health
patients from baseline (October 2017) to 12-months (October 2018) post-implementation
of a BHS role in medical floors of a hospital
2. Assess satisfaction with the BHS role among providers.
3. Explore providers' impressions on the BHS role in relation to managing behavioral health
patients on medical floors.
Theoretical Framework
This DNP project was guided by Bandura’s Self-Efficacy Theory (SET), which
originated from the Social Cognitive Theory. SET was used to guide this DNP project because it
identifies what self-efficacy is and how to increase self-efficacy among providers caring for
patients with comorbid mental health and medical illness. Bandura’s original research with selfefficacy in 1977 focused on identifying when coping behaviors were initiated and the factors that
affected these behaviors (Bandura, 1977). Bandura (1994) defines self-efficacy as a person’s
“beliefs about their capabilities to produce designated levels of performance that exercise
influence over events that affect their lives” (p 71). Bandura (1994) claims that if someone with
high levels of self-efficacy are faced with challenging situations, they will be able to accomplish
the task or learn the skill quickly; they will also be able to regain their level of confidence even
after a failure. In contrast, those individuals with low self-efficacy will be more likely to avoid
situations that they find challenging based on their own deficient (Bandura, 1994). Self-efficacy
5
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is influenced by four main sources: mastery experiences, vicarious experiences, social persuasion
and somatic or emotional states (Bandura, 1994).
As mentioned previously, many providers perceive that they lack the ability and
knowledge to care for individuals with mental illness, this may have resulted in avoidance of
such care situations and often negative attitudes towards those with comorbid mental illness
(Giandinoto & Edward, 2017; Giandinoto et al., 2018; Laderman & Mate, 2016; Robb & Stone,
2016). This avoidance may be an example of low self-efficacy, which places these providers at
risk of failure and feelings of inadequacy when performing their job (Bandura, 1994). However,
it is expected that a BHS intervention can increase self-efficacy by using the four main sources
identified by Bandura (1994), with the most successful being mastery experiences. Mastery
experiences are a person’s direct successes from challenges (Bandura, 1994). Vicarious
experiences are described as when a person can see someone that is similar to them be
successful, which enhances the confidence that they can also be successful (Bandura, 1994).
Social persuasion is verbal support that a person can complete a task; while somatic and
emotional states are the feelings that surround an event or task, like anxiety of fear (Bandura,
1994). Unfortunately, for many providers their care experiences with individuals with mental
illness may have resulted in perceived failures. Hence, the availability of a BHS may increase
providers’ self-efficacy through vicarious experiences, social persuasion and improvements in
somatic or emotional states.
The purpose of the BHS is to provide education and support to both the patient and staff
in hopes of raising the providers own self-efficacy. The SET provides the framework to increase
self-efficacy by using the BHS to provide the four influences of self-efficacy (vicarious
experiences, social persuasion and somatic or emotional states). In the case of a provider that is
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unfamiliar with mental illness, they would be able to request the assistance of a BHS. When that
provider observes the BHS success, the provider may gain confidence in their own skills going
forward. Additionally, the BHS could provide social persuasions by mental health education that
would raise the providers beliefs in their abilities. In the event of caring for someone with mental
illness, when experience is low, much of a provider’s negative emotional responses correspond
with the anxiety and fear of the unknown. The availability of a BHS may support the provider in
these events and should in turn lower their emotional distress.
Review of Literature
Giandinoto et al. (2018) conducted a systematic review with a meta-analysis to examine
providers’ attitudes with patients that have a comorbid physical and mental illness. They
concluded from 20 articles, that those patients diagnosed with mental illness were seen as
dangerous, especially those that had a substance use disorder (Giandinoto et al., 2018).
Additionally, it was found that these negative perceptions or stigma of mental illness did not
differ between medical professionals and the general public (Giandinoto et al., 2018). Robb &
Stone (2016), reported similar results in their systematic literature review showing that
participants reported negative attitudes towards those with a mental illness and again ascribed
danger with those with a mental illness. They also reported that medical providers would prefer
to treat those with a medical illness and not a mental illness because of the negative perceptions,
resulting in discrimination for those with a mental illness (Robb & Stone, 2016).
Giandinoto & Edward (2017) and Giandinoto et al. (2018) reported that negative
attitudes, like mental health stigma, can be attributed to low mental health literacy. Mental health
literacy is the provider’s knowledge of mental health disorders and how to properly identify,
assess, manage and prevent these illnesses (Giandinoto & Edward, 2017). Poor mental health
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literacy can result in providers’ having increased anxiety and poor self-efficacy when caring for
patients with co-morbid mental and physical illnesses in acute medical settings (Giandinoto &
Edward, 2017; Giandinoto et al., 2018). Moreover, according to Giandinoto & Edward (2017),
low self-efficacy can result from lack of education on mental illness, feeling unprepared about
the care they are able to give to their patients, and limited exposure to mental illnesses.
In contrast, providers with higher levels of education, increased health literacy, and
experience with mental illness report more positive attitudes and higher levels of self-efficacy in
caring for those with co-morbid physical and mental illnesses (Giandinoto & Edward, 2017;
Giandinoto et al., 2018). In order to combat the negative attitudes, low mental health literacy and
low self-efficacy, Giandinoto & Edward (2017) suggests providing education to providers
through a mental health liaison that supports both the staff and the patient.
There have been multiple proactive psychiatric consultation services implemented with
success in the medical setting. In England, Hardy & Kingsnorth (2015) implemented an
educational program that provided practice nurses with training modules on how to care for those
with a mental illness; at the end of the training, nurses reported a positive increased in their own
knowledge and a decrease in negative attitudes. They reported that three months after the
training, 65% of those that participated used the information in their regular practice and
consulted the mental health nurses during certain situations they felt were out of their control
(Hardy & Kingsnorth, 2015).
Sledge et al. (2015) reported on a proactive consultation service, Behavioral Intervention
Team (BIT), which was implemented at Yale Hew Haven Hospital, consisting of a clinical nurse
specialist (with a focus in mental health), a social worker and a psychiatrist. The BIT not only
provided education to the staff, but they also provided direct patient care for complex cases
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(Sledge et al., 2015). This team screened all new admitted patients and were involved in their
care based on their specific needs (Sledge et al., 2015). The BIT resulted in improved patient
care outcomes and high staff satisfaction; and it was concluded that the BIT was an important
part of providing holistic patient care (Sledge et al., 2015).
Agency Description
This DNP project was conducted on four medical-surgical units at Good Samaritan
Hospital, the smaller community-based hospital associated with the University of Kentucky
(UK) Healthcare. UK Good Samaritan Hospital was founded in 1888 and includes 221 licensed
beds; in 2007 UK Healthcare added the hospital to their healthcare system. UK Healthcare is
dedicated to the health and wellbeing of the people of Kentucky by providing the most advanced
patient care through research, clinical care and education (UKHealthcare, 2018). This DNP
project is in congruence with the organization’s mission to provide the best patient care through
the evidenced based practice of the BHS. The BHS team will target the providers on the medical
floors that have patients with comorbid physical and mental/behavioral health conditions; they
will also support those same patients in their care.
Primarily, Good Samaritan serves a range of patients with medical issues and has seen a
rise in mental illness diagnoses in their population. Hospital administrators have perceived the
burden that the increase in mental illness among the Good Samaritan Hospital patient population
has on their providers. As the main stakeholders at this facility, the administration was the
driving force to support the implementation of the BHS services.
Project Design
This DNP project is a continuation of the parent project which evaluated 6-month
changes in providers’ attitudes, self-efficacy, and satisfaction after implementation of the BHS
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program. A mixed methods design, using a pretest-posttest analysis and key informant
interviews, was used to measure changes in providers’ attitudes, self-efficacy and satisfaction.
The evaluation will involve examining the changes in providers’ attitudes, self-efficacy, and
satisfaction with the behavioral health specialist role between baseline, 6-month, and 12month
assessment timepoints. The key informant interviews will provide in-depth and rich information
on the staff nurses’ impressions of the BHS role and its impact on managing behavioral health
patients on medical.
Project Methods
IRB Approval
Before this DNP project was initiated, permission was obtained through the University of
Kentucky Institutional Review Board (IRB). It was determined that an expedited IRB request
was required because of the cross-sectional nature of the study and the relatively small size of the
key informant interviews.
Sample Population
Survey population. A survey was sent to an estimated 250 healthcare professionals that
worked on medical-surgical floors at Good Samaritan Hospital between September 28th, 2018 to
December 3rd, 2018. Inclusion criteria were: all full–time and provisional staff, nursing staff and
advanced practice providers that are in direct patient care. Exclusion criteria were: patient care
companions, part-time staff, and nursing care assistants.
Key informant interview population. Of the 250 healthcare professionals targeted for
the survey, 10 registered nurses were recruited for the key informant interview. Inclusion criteria
were: primarily working on a medical-surgical floor at Good Samaritan Hospital and having an
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experience with the Behavioral Health Specialist team. Exclusion criteria were not being a
registered nurse or not having a personal experience with the BHS.
Measures and Instruments
Demographics. Age, gender, sexual preferences, highest level of education,
ethnicity/race, marital status, job role/disciplinary background, experience in current discipline,
experience at Good Samaritan Hospital, experience with behavioral health education and
personal experience with behavioral health problems (either themselves, a family remember or a
friend). Demographics were only obtained for the survey and were excluded from the interviews
to maintain confidentiality.
Provider’s attitudes towards behavioral health patients. Provider’s attitudes towards
behavioral health patients were measured by using a modified version of the Mental Illness:
Clinicians’ Attitudes Scale (MICA-4), with permission obtained from Graham Thorncroft, one of
the developers (Kassam et al., 2010). The MICA-4 is a 16-item self-administered questionnaire
which addresses healthcare professionals’ attitudes towards individuals with mental illnesses
(Kassam et al., 2010). Each item consists of six statements, scored from strongly disagree (1) to
strongly agree (6). Items scores are summed for a cumulative score, with a possible range of 15
to 96. For the MICA-4 scale, higher the scores indicate more negative attitudes projected by the
respondent. The MICA-4 has excellent psychometric properties: it has a reliability of 0.80 (95%
CI: 0.68-0.91), with an internal consistency of α = 0.79.
Self-efficacy in caring for patients with comorbid mental and medical illnesses. Selfefficacy in caring for patients with comorbid mental and medical illnesses were measured by a 5item investigator developed confidence scale based on Bandura’s self-efficacy questionnaire
(Bandura, 2006). This 5-item questionnaire was tested for reliability and demonstrated high
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internal consistency at baseline (cronbach’s alpha=.97) and at 6-month evaluation (chronbach’s
alpha =.96). Each item consists of a scale, scored from not confident at all (0) to very confident
(10). Participants rated each item in terms of their perceived self-efficacy in their current practice
in caring for patients with comorbid mental and medical illness. Summative item scores were
calculated, with a possible range of 0 to 50, the higher the score, the higher the provider’s
perceived self-efficacy (Refer to Appendix B for the specific questions used).
Satisfaction with the behavioral health specialist role. Satisfaction with the behavioral
health specialist role was measured by a researcher developed scale that was based on
assessments similar to the Client Satisfaction Questionnaire (CSQ-8), an 8-item selfadministered questionnaire which measures general satisfaction with a service (Larsen et al.,
1979). Each item consists of four statements, scored from being poor (1) to being excellent (4).
Participants rate each item in terms of overall satisfaction with the BHS. Item scores are summed
for a cumulative score, with a possible range of 8 to 32, the higher the score, the higher the level
provider satisfaction. The satisfaction with the behavioral health specialist role scale
demonstrated excellent internal consistency (chronbach’s alpha = .97).
Exploring staff nurses’ impressions on the behavioral health specialist role. The
exploration of nurses’ impressions on the BHS role was assessed through a semi-structured
interview containing six questions as follows:
1. Describe your experience in working with the behavioral health specialist.
2. Discuss your level of satisfaction with the support provided by the behavior health
specialist.
3. Discuss your experience on the ways in which the behavioral health specialist improved
your patients’ hospital stay and experience in the hospital.
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4. Discuss your thoughts on ways the behavior health specialist could improve your
patients’ experience while in the hospital.
5. Describe the barriers you encounter that would prevent you from seeking support from
the behavioral health specialist for your patients.
6. Discuss your thoughts on having a behavioral health specialist available to assist with
your patients.
These questions facilitated a focused discussion and obtained rich narrative information on
nurses’ experiences and impressions of working with behavioral health patients on medical
floors as well as the behavioral health specialist role. In order to establish validity and maintain
trustworthiness, Lincoln & Guba’s (1985) proposed four criteria which include: credibility
(confidence the findings are true), transferability (the findings would apply to other times,
settings, situations and people), dependability (findings are consistent repeatable) and
confirmability (findings are neutral and shaped by the participants, not the researcher’s bias or
prejudice). The techniques of member checking and peer debriefing was used to verify
credibility (Lincoln & Guba, 1985). Member checking was achieved by having participants
verify their impressions during the interview; while peer debriefing was achieved by having a
member of the committee confirm the identified themes through review of the transcripts.
Dependently was established by using external audits, which was achieved through the IRB and
changes were not made to the procedures after approval. In order to verify transferability, the
technique of thick descriptions was used, which is the use of a comprehensive description of the
study to allow others to draw conclusions on whether the results can be transferred to other
times, settings, situations, and people (Lincoln & Guba, 1985). Finally, confirmability was
supported by using triangulation, which is using multiple data sources to produce results, audit
13
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trail and the interview guide (Lincoln & Guba, 1985). Triangulation was completed by
comparing results from the interviews (qualitative) to those obtained from the survey
(quantitative); while audit trails were achieved by providing a detailed description of the steps
used to obtain the results. The interview guide helped facilitate discussion without placing
interviewer’s bias in the participants’ answers.
DNP Project Procedures
Surveys. Initially, providers were surveyed at Good Samaritan Hospital in October 2017
to obtain a baseline of nurse’s attitudes and self-efficacy towards caring for behavioral health
patients. They were then surveyed again at 6 months (March 2018) and 12 months (October
2018) post-implementation of the BHS. In order to maintain consistency between the data sets,
surveys at each time point were identical and, were sent out to staff using the same procedures.
The surveys were administered using an electronic system, Qualtrics, which was distributed to
the patient care managers through departmental email. This allowed the unit managers to send
the link out every two weeks as a reminder. The email that was forwarded to the staff managers
contained a cover letter with details of the survey and information on voluntary participation;
additionally, the email held a link for the survey. The survey took participants approximately 10
- 12 minutes to complete. Although demographic information was obtained, the data was not
connected to any individual person nor to their IP address. The analysis was based on
aggregating the three points of data. Finally, as survey participation was completely voluntary, it
did not have any effect on participant’s performance evaluations.
Key informant interviews. In addition to surveys, key informant interviews were held to
discuss some nurse’s impressions of and provide feedback about their satisfaction with the
behavioral health specialist role. These nurses were recruited through the cover letter of the
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survey and provided their contact information to the PI through email. Those that contacted the
PI were requested for an interview, which was scheduled at a mutually convenient time. The key
informant interviews were audio recorded. Before the interviews were initiated, the participants
were supplied with their own copy of the written consent; while recording, the written consent
was read to the participants. Both written and verbal consent was obtained before the semistructured interview took place. The interviews took approximately 20 – 30 minutes and were
held during dayshift hours in a private location within Good Samaritan Hospital.
Data Analysis
Surveys. The demographic data was described by using means with standard deviations
for interval/ratio data and frequencies with percentages for nominal and ordinal data. Attitudes,
self-efficacy, and satisfaction scores were described using means with standard deviations.
Analysis of Variance Tests (with Levene’s test of equality of variance) were used to examine
differences in attitude, self-efficacy, and satisfaction scores by provider type at each assessment
time point. In addition, changes in attitude and self-efficacy scores between baseline, 6-month,
and 12-month groups were examined using analysis of variance tests (with Levene’s test of
equality of variance) or Kruskal-Wallis tests as appropriate. Finally, differences in individual and
total satisfaction scores between 6-month and 12-month assessment points were examined using
the independent t-tests (or Mann-Whitney U tests for variables that demonstrated unequal
variances).
Key Informant Interviews. Data obtained through the focused interviews was analyzed
using Thematic Analysis and guided by a modified version of Colaizzi’s phenomenological
approach (Colaizzi, 1978). Phenomenological research is a process to describe multiple peoples’
lived experience and themes they had in common during the phenomenon, which would be the
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implementation of the BHS (Colaizzi, 1978). Colaizzi (1978) identified six steps to analyze this
data which include: familiarization, identifying significant statements, formulating meanings,
clustering themes, developing an exhaustive description, producing the fundamental structure
and seeking verification of the fundamental structure. The recorded interviews were transcribed
verbatim into transcripts and then checked for accuracy, with any missing data or errors
corrected. Following this transcription, familiarization of the transcripts was initiated by reading
them multiple times in order to get a better understanding of the data. Significant statements
were identified and highlighted within each transcript. These significant statements were then
extracted in a word document, where they formulated meanings and were referenced back to the
original transcript for context. Once meanings were identified they were then clustered into
themes. An exhaustive description of all the significant statements was formulated to provide the
overall experience described by the participants. This large description was then used to produce
the fundamental structure, which were the essential impressions of the BHS and were placed into
three categories. Lastly, Colaizzi (1978) suggests returning the essential impressions to the
participants for validation; however, due to the time constraints, this project did not complete this
step. Despite not performing this step, validity was established with the steps described in the
measure’s sections above.
Results
A total of 111 collected surveys were used for analysis, 44 at baseline, 19 at 6-month and
48 at 12-month timepoints. Surveys that were less than 50% completed were deleted from the
data set. For the individual questions that were not answered, the mean or mode was used to
replace the missing data. Additionally, a total of three medical staff nurses were involved in the
key informant interviews.
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Quantitative Results
Sample Description. On average the sample was white (81.1%), female (82.9%),
between 36 – 50 years of age (43.2%), married/widowed (49.5%), and had a college education or
greater (93.7%). The majority of the respondents were BSN prepared registered nurses (54.1%)
and had worked an average of 75.8 months (SD = 98.9) in their discipline. Between the three
assessment time points those assessed at 6-months had a significantly greater proportion of nonwhite participants and members of an unmarried couple as compared to the other assessment
time points. There were no other demographic differences among participants across assessment
time points.
Table 1: Sample Description of the surveys

Age
18 – 25 years
26 – 35 years
36 – 50 years
51 years and older
Sex
Male
Female
Non – Binary
Education
Less than a college graduate
College graduate
Post graduate degree
Ethnicity *
White, Non-Hispanic
Black, Non-Hispanic
Marital Status **
Married, living with
spouse/Widow
Member of an unmarried couple
Divorced/Separated
Single, never married
Discipline

N

Total
%

Baseline
n
%

6 Month
n
%

12 Month
n
%

18
29
48
16

16.2
26.1
43.2
14.4

4
10
22
8

9.1
22.7
50.0
18.2

4
5
9
1

21.1
26.3
47.4
5.3

10
14
17
7

20.8
26.2
35.4
14.6

17
92
2

15.3
82.9
1.8

9
37
1

13.6
84.1
2.3

3
16
0

15.8
84.2
0

8
39
1

16.7
81.3
2.1

7
78
26

6.3
70.3
23.4

1
33
10

2.3
75
22.7

1
12
6

5.3
63.2
31.6

5
33
10

10.4
68.8
20.8

90
21

81.1
18.9

38
6

86.4
13.6

11
8

57.9
42.1

41
7

85.4
14.6

55

49.5

25

56.8

5

26.3

25

52.1

18
17
21

16.2
15.3
18.9

3
7
9

6.8
15.9
20.5

10
3
1

52.6
15.8
5.3

5
7
11

10.4
14.5
22.9
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Advanced Practice
11
(MD/DO/Psychiatrist/APRN/PA)
Nurse (BSN)
60
Nurse (ADN)
40
M
Work Tenure
75.8

9.9

4

9.1

4

21.1

3

6.3

54.1
36.0
SD
98.9

23
17
m
55.9

52.3
38.6
sd
89.6

8
7
m
71.8

42.1
36.8
sd
97.2

29
16
m
95.6

60.4
33.3
sd
105.6

Changes in Providers’ Attitudes Towards Behavioral Health Patients. Figure 1
illustrates the differences in provider attitudes towards behavioral health patients at each
assessment time point. At baseline advanced practice providers (m=45.5, SD = 19.9) had
significantly lower MICA-4 scores as compared to ADN (m=60.9, SD = 3.3) and BSN (m=59.3,
SD = 5.7) prepared RNs. However, at the 6-month and the 12-month time points there were no
significant differences between provider types. In addition, from baseline to the 12-month time
point provider attitudes towards behavioral health patients significantly declined from a total
score of 58.7 (SD=8.2) to 38.4 (SD=10.6), Kruskal-Wallis chi-square = 60.9, DF = 2, P <.0001
as illustrated in figure 1 and figure 2.
Figure 1: Differences in attitudes at each assessment time point
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Figure 2: Differences in attitudes towards behavioral health patients by provider type at baseline, 6month and 12-month assessment periods

Changes in Provider Self-efficacy Towards Caring for Behavioral Health Patients.
There were significant declines in provider self-efficacy towards caring for patients with
behavioral health problems across the different assessment time points. Specifically, providers
had a greater decline in their confidence in addressing their behavioral health patients’ problems
and assessing their readiness to address their behavioral health problem. Although provider selfefficacy in the other categories declined overall, these declines were not significant (table 2).
Table 2: Differences in self-efficacy by assessment time points
Total
m
SD
4.88 2.84

Determine the degree of the
patient’s behavioral health
problems
Discuss ways for my patient to
5.03
address their behavioral health
problems*
Assess my patient’s readiness to 4.86
address their behavioral health
problems*

Baseline
m
SD
5.35 2.98

6 Month
m
SD
5.50 2.23

12 Month
m
SD
4.20
2.84

2.82

5.56

2.96

5.78

2.10

4.24

2.77

2.76

5.53

2.76

5.17

2.31

4.11

2.78
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Recommend medication
3.89
treatment options for addressing
their behavioral health problems
Recommend behavioral
5.07
counseling options for addressing
their behavioral health problems

2.77

4.16

2.95

4.89

2.91

3.20

2.52

2.88

5.19

2.96

5.72

2.59

4.70

2.92

Satisfaction with the Behavioral Health Specialists. There were significant increases
among satisfaction categories endorsed by providers. Specifically, from the 6-month to the 12month assessment time points there were significant increases in satisfaction with BHS providing
the kind of support expected, desire to consult with BHS and perceived assistance of the BHs in
caring for patient needs as illustrated in table 3. In addition, the total scores in satisfaction with
the BHS significantly increased from 6-month (m=18.06, sd = 5.92) to 12-month (m=20.77, sd=
1.17) assessment point, Mann-Whitney U = 226.0, p= .010.
Table 3: Differences in satisfaction with behavioral health specialist at 6-month and 12-month
assessment time points

How would you rate the quality
of the Behavioral Health
Specialist (BHS) services?
Does the BHS provide your
patients the kind of support you
expected? *
To what extent has the BHS
services met you patients’
behavioral health care needs?
If a patient required behavioral
health support, would you
consult with the BHS? *
How satisfied are you with the
amount of support your patients
are provided through the BHS?
Has receiving support from the
BHS positively affected your
patient’s hospital stay?

Total
m
SD
2.21 0.88

6 Month
m
SD
2.39 0.85

12 Month
m
SD
2.14
0.89

2.74

0.85

2.33

0.80

2.91

0.84

2.33

0.79

2.39

0.78

2.90

0.80

2.95

1.02

1.78

0.81

3.44

0.63

2.74

0.83

2.44

0.86

2.86

0.80

2.00

0.73

2.06

0.73

1.98

0.74
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In an overall general sense, how 2.20 0.83
satisfied are you with the BHS?
Does your participation with the 2.80 0.91
BHS assist you in caring for your
patients? *
Total Score *
19.97 3.53

2.39

0.85

2.12

0.82

2.28

0.96

3.02

0.80

20.77

1.17

18.06 5.92

Qualitative Results from Key Informant Interviews
The key informant interviews were used to explore nurses’ impressions on the BHS role.
Three categories or impressions were identified from the three interviews. These categories
included: positive impressions, negative impressions and areas of improvement.
Positive impressions. This category included two themes which were: providing holistic
care to the patient population and supporting the nurse caring for the patient with mental illness.
Holistic care. One person during the interview explained that having the BHS was a way
they could provide holistic care, explaining the BHS were the “extra piece that the nurses are
missing with their (patient’s) mental health”. The same participant commented:
“Good Samaritan holds a lot of patients that have behavioral issues, um, so we see a lot
of it. And up until a year ago, and I think going forward even more, I don’t think we’re
taking the best care of them holistically. I think we’re doing great medically. Behavioral
wise and their whole mental health, I don’t think we’re very good at. So, […] I think it’s
improved this last year.”
The same participant also commented:
“I think that it [BHS] definitely benefits the staff and the nurses, I know. I’ve worked
here for almost four years, and it’s… We’ve been battling this whole, ‘I’m providing the
care, but their care is way beyond what I’m doing.’ It’s their holistic approach that we’re
not doing. So, this is just a small piece that they’ve started working on it. And I think it’s
great.”
Additionally, two staff nurses reported during the interview that the BHS were able to provide
support to their patients in ways they couldn’t. The BHS that was interviewed supported these
statements by explaining that they have the time to listen to these patients that the staff nurses
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might not have. According to the staff nurse, the BHS provided information on substance abuse
and follow-up care related to their mental illness. One participant commented “I know a lot of
the patients enjoy talking to them” and discussed that the extra time they give their patients
seems to benefit the patient’s outcome. Another participant commented:
“I have called on one of them to kind of come up to maybe discuss with a patient about
what they can do to kinda help with their, cravings they might be having as far as
substance use patients. Um, or to kinda help give them coping mechanisms as far as some
guided meditation, assistant or resources available to them upon discharge, as far as, like,
substance clinics”
The same participant commented:
“I know that a patient looks forward to meeting with that behavioral health specialist on a
pretty routine basis. […] I think it’s been helpful for that person. […] I think she (patient)
feels like it’s helping her, and it might very well be, to have that constant person to talk
to.”
Supporting the nurse caring for a patient with a mental illness. All three staff interviews
reported that they felt the BHS team supported them in caring for their patients with mental
health diagnoses, such as dementia, schizophrenia, borderline personality disorder and Bipolar
Disorder. One participant stated “[they] come and a lot of times deescalate these patients,
especially with our dementia population” and later commented “they have given the staff some
pointers and direction on how to handle our patients with, um, psychiatric diagnosis”. Another
participant commented:
“[I] needed kind of their guidance in how to best interact with the patient. Um, especially
there’s, um, been a couple of patients with borderline personality disorder that have really
proved to have some challenges with us because they’ve been with us for an extended
period of time. So, keeping those boundaries and not feeding into their attention
seeking…having their assistance with helping guide those types of patients have been
helpful.”
The same participant also commented:
“There’s been other times when they’ve been able to come up and kinda help redirect a
patient or, um… We have a patient up there now with schizophrenia that, you know,
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sometimes it’s nice to have their professional…their background available to help us
redirect her”
The third participant commented:
“just last week when I was working, we had, um, a patient that is, um, bipolar, and she
was in a manic phase. Um, and acting out. She was in the elevator, wouldn’t get off, and
yelling. Um, so [the BHS] came up pretty fast when we called […] and was able to
deescalate the situation and get her back to her room, which was not working for staff
ever.”
Negative impressions. This category included three themes, which were: fragmented
work structure, hindered patient care and focus on sitters.
Fragmented work structure. One of the interviews identified that they felt the BHS had
little structure in their job. One person identified that they did not chart their encounter within
SCM, this proved to be a barrier for the patient when they were being discharged. One
participant commented:
“…do not document in the EMR their visits with the patient […] my social worker is
trying to get patients placed in psychiatric facilities. The psychiatric team has signed
off. And then the behavioral health specialist still comes and sees the patients. But
there is no documentation in the EMR. So, we’re trying to send patients to psych
facilities with nobody from psych following them. […] (which) become(s) a barrier to
us being able to place some of our most difficult patients.”
The same participant also commented “We don’t really know what their plan is. So, there’s a
lack of communication when they go and see these folks.”
Hindered patient care. Two interviews identified situations where they felt the BHS
hindered the care of their patients. One situation, identified by both the interviews, was how the
BHS intervened with the patients and at times they felt their support of the patient, resulted in
them not supporting the nurse. One participant commented:
“my staff have felt…have come to me and felt like the behavioral health specialist has
hindered their care in the fact that, um, they’ve kind of thrown the staff under the bus as
far as the patient is concerned or trying to deescalate a patient … And they’ve agreed
with the patient”
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Another participant supported the claim they didn’t help the nurse by commenting “sometimes I
wonder if they’re not creating more issues” and “I feel like they feed into the patients more than
what they should”. They also commented:
“I feel that the behavioral health specialists may have actually, um, created more,
um…more challenges for the staff, um, by putting words in the patient’s mouth that I
don’t know that the patient would have come up with on their own…just kind of fed into
that patient’s comp…you know, um, complaints or fed into their attention seeking”
Another interview identified that during certain situations the BHS claim they cannot help in a
situation and in turn do not provide any additionally support to staff or the patient.
“there’s been times when I’ve called for help, and they’re like, “Well, there’s really
nothing that we can really do for this person. They’re…there’s nothing that we can really
offer differently than what you guys are already doing. In particular, I can think of a
patient… I can’t remember exact diagnosis, but she was becoming, um… She was
escalating a little bit, becoming a little, um, agitated, a little bit, um, demanding, um, a
little bit on the, um… Probably she was gonna become combative, and so I was trying to
help…get assistance in what we can do to try and redirect her. And the one behavioral
health specialist I was speaking with was familiar with her from past experiences and
basically just said that, you know, there really wasn’t a lot that…more than we could
already do”
Focus on sitters (patient safety companions). Two interviews identified that their focus
on sitters was a negative of the BHS role. They felt like they were being questioned about their
choice to keep a sitter. One participant stated:
“Some of the earlier days, it seemed like a lot of their focus was on whether or not
patients really needed sitters or not. And, like, their focus was whether or not we should
really try not having a sitter for the patient […] I remember one in particular. My patient,
I’m recalling highly is that, um, there is just no way that our…myself or my nursing care
tech would be able to provide the care that that patient needed that day to keep him safe.
But all I kept hearing from the sitter was, ‘Don’t you think we could just try it.’ And,
‘No. I already told you no. Don’t… You know, I’m not gonna keep discussing this with
you.’ […] I did probably get a little short. But at that point in time, I had enough other
things going on. I didn’t think I needed to be badgered about getting rid of a sitter when
I’ve already told you, you know. So, that was a very dissatisfying, um, interaction”
Another participant commented: “they’re being asked if they can go around and make sure we
can discontinue sitters. And I don’t think that’s utilizing their job responsibility as much.”
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Despite this negative, one person that was interviewed did endorse that this negative had
declined over the last year commenting “…it seems to have gotten away from that”.
Areas of improvement. This category included two themes, which were: additional
resources and streamlined workflow.
Additional resources. Those that were interviewed identified additional resources for
both the providers and the patients. It was identified that additional resources for providers
included education and more availability of the BHS. One participant mentioned that as a nurse
they only received one semester of mental health and when providing care to those patients on
the medical floors, their skill set was not equivalent to their medical knowledge. Their comment
was “… I will say from a nurse’s standpoint, we do have, like, one semester of psych, but I don’t
think that’s near enough to help this patient population. Um, so that’s how they have improved
with the patient”. Another participant mentioned that “more staff education” would benefit
them. Two participants identified that having more BHS would benefit their patients and
themselves. One participant stated, “only a limited number of them, and we have a lot of patients
that probably could really use their assistance”; while another stated “just more of them”.
Another area of improvement was to provide more resources for the patient, either through
education of group settings. One participant stated:
“just by being available and, you know making sure that they’re introducing themselves
to and offering their services to, you know, pretty much all the patients… [Also]
behavioral health specialists do more in the way of having some sort of scheduled
services where multiple patients could attend at a time… [the] availability of having it
and possibly being able to attend a meeting, if that would help their sobriety…giving
them the opportunity to socialize with other people that are having similar issues in a safe
environment instead of going outside to participate in conversation where it seems like a
lot of, um, unhealthy things take place potentially.”
Streamlined workflow. As mentioned previously, the BHS do not chart in SCM and do
not provide a plan of care for the patients they see. This has left those interviewed feeling like
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they are unaware of what the BHS are doing for the patient and what they could do to support the
patient. One participant commented: “I think if they documented their visit and had a plan of
care for these patients instead of just rounding on patients and nobody really knowing what
really happened”. The same participant also commented “but there needs to be some sort of
documentation that an encounter existed.”
Discussion
The purpose of this DNP project was to assess providers’ perceptions of mental illness,
self-efficacy and satisfaction in the inpatient medical-surgical unit after implementation of a
BHS role. As the incidence of patients with a medical issue and a comorbid mental health issue
increases, the importance of providing holistic care for these individuals is essential to their
outcomes. Unfortunately, many medical providers feel they lack the knowledge to care for these
patients adequately when mental illness is present. Data from this DNP project shows that
implementing BHS in the acute medical setting can decrease negative attitudes and self-efficacy
among staff. Moreover, staff seemed satisfied with the service overall. Qualitative interviews
further enhanced the quantitative data obtained from the surveys and raised areas of the BHS that
required improvement.
Providers’ Attitudes Towards Behavioral Health Patients
According to Giandinoto & Edward (2017), individuals with lower levels of education
were seen to have higher negative attitudes because they lacked understanding of mental illness.
During the initial survey of the present study, those with lower education reported significantly
higher MICA-4 scores and more negative attitudes than those with higher education and degrees.
However, one year after implementation of the BHS, this substantial difference was not seen
amongst the various degrees. At the 12-month assessment time-point, those with higher degrees
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(advanced providers) had marginally higher MICA-4 scores than both the BSN and AD prepared
nurses. This change could be attributed to the BHS being more a resource for staff nurses as
opposed to other providers. Despite this finding, the overall MICA-4 scores significantly
decreased from a total score of 58.7 (SD=8.2) at the 3-month time-point to 38.4 (SD=4) at the
year time point.
The implementation of the BHS seemed to have decreased negative attitudes related
towards mental illness. Using the interviews as support, this decrease could be attributed to the
education and support the BHS provides to the staff. As the review of literature supports, low
mental health literacy results in avoidant or negative attitudes towards a situation; however,
when education and support are provided, these attitudes decreased over time (Giandinoto &
Edward, 2017; Giandinoto, Stephenson, & Edward, 2018; Laderman & Mate, 2016).
Satisfaction and Provider Self-efficacy
Overall, satisfaction with the implementation of the BHS increased from the 3-month to
the 12-month assessment time-points. At the 12-month time-point, providers reported that they
felt their patients were receiving the support they expected, would consult the BHS if a patient
require the BHS, and felt their own participation with the BHS assisted the care they provided to
their patients.
Despite the increase in satisfaction, Larsen et al. (1979) reports that a score of 8-20 would
be low satisfaction and a score of 21-26 would be a medium level of satisfaction on the CSQ-8;
which would place the overall satisfaction to be low. During the interviews, participants reported
a varying level of satisfaction and felt like their satisfaction had increased over the year.
However, they also reported they still felt it had some improvements to make.
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In contrast to satisfaction increasing, provider self-efficacy declined across all categories.
Significantly, declines were seen with their confidence in addressing their behavioral health
patients’ problems and their readiness to address these problems. If providers feel low
confidence in assessing their patient’s readiness to address their behavioral health problem, then
they may have low confidence in discussing behavioral health with their patient. This low
confidence may explain the low results reported by providers when discussing ways to address
behavioral health problems.
Using SET’s sources of influence, possible reasons for the decreased self-efficacy can be
identified. The items that received the highest score on the satisfaction with the behavioral health
specialist scale was concerning consultation at a 3.44 and whether the assistance of the BHS
helped the providers’ care for their patients at a 3.02. According to this data, providers frequently
consult the BHS on patients with behavioral health issues; since they offer these services, they
may feel supported in caring for their patients. The BHS are seen as modeling influences that
provide social persuasion and vicarious experiences, as discussed previously. Unfortunately,
providers could see the BHS as very different models than themselves because of their extensive
experience with behavioral health; this may result in lower levels of self-efficacy because they
are unable to relate (Bandura, 1994).
During the key informant interviews, participants reported incidences where they were
able to see the BHS make an impact on certain behavioral health patients; however, they also
reported incidences where the BHS responded to requests for consulting by expressing, they
could do nothing more for the patient. This observed “failure” by the modeling influence could
undermine previous positive vicarious experiences, resulting in lower confidence levels and selfefficacy when faced with similar situations (Bandura, 1994). In contrast, participants in the
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interview also identified incidences where they tried the skills taught by the BHS but were
unsuccessful. However, the BHS was able to redirect a patient without issues. Since the BHS is a
new program, these failures may occur when self-efficacy has not been fully established among
the providers. This lack of established self-efficacy, ultimately, can decrease the providers’ selfefficacy and undermine any confidence previously obtained (Bandura, 1994).
Another problem identified during the interview was incidences where providers felt the
BHS undermined the staff’s efforts and supported the patient in their complaint. According to
Bandura (1994), this could result in providers feeling they are incompetent in caring for these
patients and could result in avoiding challenging activities (like addressing behavioral health
with their patients). Since they could be avoiding these incidents, they are more likely to consult
the BHS (as seen above) instead of providing the care themselves. This can also be supported by
the low response (1.98) concerning receiving support from the BHS positively affected your
patient’s hospital stay.
Implications for Practice, Education and Future Research
The results of this DNP project identified implications for practice, education and future
research that could be used to better the BHS reach and to increase self-efficacy and satisfaction.
Implications for Practice and Education
Implementing the BHS decreased providers’ negative attitudes towards patients with
comorbid mental and medical illness. Despite the lower levels of satisfaction, the BHS improved
satisfaction from the 3-month time-point to the 12-month time-point. This implies that the use of
the BHS has improved the last year and has seen some benefits for continued use.
According to the data, areas of improvement were identified. During the qualitative
interviews it was identified that more staff education would be beneficial to the participants
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practice. Although it was reported that small trainings were provided to some staff, these
trainings should be more detailed and occur more frequently. Another area of improvement
would be to have the availably of the BHS increased by adding additional BHS. In addition to
education provided to staff, the interviews identified that providing more educational resources
for the patients would be beneficial. It was suggested that psycho-education groups be
implemented to allow people to communicate in a safe environment. According to the BHS that
was interviewed, this idea could be implemented soon.
The last area of improvement is to have the BHS have a more structured work schedule.
This would require the BHS to provide a plan of care and document in the current charting
system used by the providers. It was reported that such documentation could help social work
with possible patient placement at discharge and would provide the staff with an idea of the plan
of care. As reported, documentation would help during situations where they felt the BHS
undermined their own efforts or only supported the patient during an event.
Future Research
Recommendations for future research would be to allow the survey and interviews to be
advertised more within the enterprise to obtain more participants. The participants should also
include patient care companions and nursing assistants, since they have close contact with
patients and interactions with the BHS. It is also recommended that future studies allow data to
be collected regarding patient outcomes. This could be measured by assessing patient
satisfaction, decreased readmissions and increased compliance to a unit’s milieu.
Limitations
The limitations of this DNP project included the PI holds a position within the University
of Kentucky Healthcare enterprise and at times must work the floors that were included in the
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project. In order to decrease any bias responses from the survey, links were not sent out directly
by the PI, but were first forwarded to unit managers. Additionally, since the interviews were in
person, answers could have been modified based on the interaction. In order to maintain
credibility with the interviews, member checking, and peer debriefing was used along with
removing any identifiable participant information. Last, the responses to the surveys and
interviews were low with only 111 answering across the three assessment time points and only
three agreeing to participate in a qualitative interview. The small sample size could have
influenced the transferability and generalizability of the results
Conclusion
The result of this DNP project indicates that after implementation of a BHS service,
providers’ attitudes towards patients with behavioral health and mental health illness were
improved. Additionally, provider’s satisfaction increased between the 3-month and the 12-month
time-points; however, satisfaction was still considered low according to the satisfaction with the
behavioral health specialist scale. Despite initial beliefs, the implementation of the BHS showed
a decrease in self-efficacy; using the SET, reasons for this decrease in self-efficacy were
identified. In conclusion, the implementation of the BHS can decrease providers’ negative
feelings towards patients with comorbid mental and medical illness and result in a significant
decline in self-efficacy. Future studies, using similar instruments may replicate this study in
other settings to further understand the effectiveness of the BHS role.
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